hours) than in patients with depression (49 (35-71) hours) (p<0.001), and controls (42 (10-68) hours) (p<0-001). In patients with anxiety, orocaecal transit time was shorter (60 (10-70) minutes) than in patients with depression (110 (60-180) minutes) (p<0.01), and shorter than in controls (75 (50-140)) minutes (p<0.05). The prolongation oftransit times in depression compared with controls was not significant. However, WGTT correlated with both the Beck Depression Inventory score (r=0.59, p<0.01) and the depression score of the Hospital Anxiety and Depression scale (r=0.66, p<0.001). Conclusions-These objective measurements of intestinal transit in affective disorders are consistent with clinical impressions that anxiety is associated with increased bowel frequency, and depressed patients tend to be constipated; mood has an effect on intestinal motor function.
anxiety and depression often have disturbed defecation among their somatic symptoms and constipation is common in depression,9 but objective studies of intestinal transit in patients with psychiatric illness are lacking. The aim of this study was to see whether patients with anxiety or depression, or both, had evidence of abnormal intestinal transit irrespective of any bowel symptoms.
Methods

PATIENTS
Consecutive outpatients attending a general psychiatry clinic who fulfilled DSM-III-R criteria'0 for major depression and/or generalised anxiety disorder were invited to participate in the study. Only patients who were taking no medication were studied, as many drugs, and particularly psychotropic drugs" alter bowel motor function. Bowel symptoms were not necessary for entry into the study. Except for the purposes of this study, these patients were not seeing gastroenterologists. Patients who were suicidal, psychotic, or who needed admission to hospital or immediate drug treatment were excluded.
CONTROL SUBJECTS
Healthy volunteers were studied as a control group. These controls were members of staff or medical students, were not taking any medication, and had no history of gastrointestinal or psychiatric disturbance. The control group was age and sex matched with the patients because colonic transit time is greater in females than in males." 12 All patients and healthy controls underwent: (a) psychological assessment, (b) measurement of whole gut transit time (WGTT), and (c) measurement of orocaecal transit time (OCT). All subjects gave written consent and the study was approved by the research ethics committee of the City and Hackney Health
District.
An association between disturbed bowel habit and psychological distress is suggested by the high prevalence of psychiatric disturbance in patients with irritable bowel (Fig 2) . In patients with anxiety, OCTT was shorter than in patients with depression holegut (total colon) (p<O.01), and shorter than in controls nsit time (h) (p<0 05). The prolongation of OCTT in depressed patients compared with controls did not reach significance (p=0.08).
In the whole group of psychiatric patients, there was a correlation between WGTT and depression scores (Fig 3) ; WGTT correlated with scores on both the BDI (r=-059, p<0.01) and with scores on the HAD-D (r=-066, p<0-001). There were no significant correlations between OCYI and the psychological scores, although for OCTT and HAD-D, r was 0O44, p=0.06. In the entire group of 42 patients and controls, OCTT correlated with WGTT (r=-047, p<0-01).
BOWEL SYMPTOMS
In the patients with anxiety, the median number of bowel movements per week was 13 to 16, and ranged from 5-8 to 22-26. In patients with depression the median frequency of defecation per week was lower at 3-4, and ranged from 1 to 17-21 (p<005 20 Positive outgoing personality traits were associated with increased stool output. Other studies linking psychological factors and bowel habit have focused on patients presenting with disturbed defecation. There is increased psychiatric disturbance in patients complaining of constipation.48 [21] [22] [23] However, increased psychopathology is not universally reported in patients attending hospital with constipation,24 and in some studies constipated patients with normal transit had increased psychomorbidity, but constipated patients with slow transit did not.23 25 A link between disturbed bowel habit and psychological factors is also strengthened by the increased psychomorbidity seen in patients with irritable bowel syndrome attending hospital. [1] [2] [3] Our study differs from those above because patients with psychiatric illness were studied Depression subscale of HAD This work was presented to the 1995 autumn meeting of the British Society of Gastroenterology and published in abstract form (Gut 1995; 37 (suppl 2): A47).
